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Editorial
Laparoscopic cholecystectomy
Perhaps the most exciting advance in biliary tract surgery in the last decade has
been the development of laparoscopic cholecystectomy. Keyhole surgery, often
labelled the "curse of surgery" is now the "challenge of surgery". The brief
flirtation with non-operative management of gallstones is over except for a few
very selected patients; only cholecystectomy cures the disease. Currently about
fifty thousand cholecystectomies are carried out annually in the British Isles.
Of course, laparoscopy is not a new technique. Professor Harold Rogers was a
pioneer in this field in Belfast more than thirty years ago.' Then peritoneoscopy,
as it was called, was used in diagnosis and no procedure greater than guided
liver biopsy or tumour biopsy was carried out. The gynaecologists widened the
technique to include therapeutic procedures, most notably sterilisation. They
favoured the term laparoscopy rather than peritoneoscopy. Lapara comes from
the Greek language and means flank or loin and so laparoscopy or laparotomy
are really incorrect terms. Celioscopy, which means to view the abdominal cavity,
would be more the most correct terminology.
Inany case, inthis ageof minimally invasive surgery, peritoneoscopic, celioscopic
or laparoscopic cholecystectomy is here to stay. Since its introduction by the
French surgeons in 1988, and the subsequent media publicity, there has been a
patient-driven demand for the "laser operation". The "providers" have been
goaded into action, sometimes without adequate training in the technique. This
has resulted in an incidence of serious bile duct injuries in the region of one per
hundred operations compared to one per five hundred conventional cholecyst-
ectomies. Good training programmes are available and simulators can be used
to give the trainee an accurate "feel" for laparoscopic manipulation of the
instruments.2 The two following papers emphasize the need for careful selection
of patients during the initial learning period together with the willingness to
convert to an open operation in spite ofthe obvious psychological pressure not to
do so once embarked on the procedure. Obviously patients have to be warned of
the five to ten per cent chance of wakening up with one large wound rather than
four small ones!
Controversy exists regarding the pre - or peri-operative diagnosis of common
ductal stones and their management in patients undergoing laparoscopic chole-
cystectomy. Although ultrasonography can demonstrate dilatation of ducts, it is
rather poor at picking up ductal stones. Joyce and colleagues have demonstrated
the accuracy of pre -operative intravenous cholangiography but many centres are
reluctant to do this routinely because of the risk of hypersensitivity.3 Since only
ten to fifteen per cent of patients with cholelithiasis can be expected to have
choledocholithiasis, selective cholangiography makes sense. Patients with raised
serum alkaline phosphatase, a history ofobstructivejaundice, recentpancreatitis,
or ultrasonic evidence of ductal dilatation should have either pre- or intra-
operative cholangiography. When a stone is demonstrated in the common bile
duct, should one proceed with laparoscopic cholecystectomy followed by ERCP,
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sphincterotomy and stone retrieval or convert to open operation? At present I
would advise the latter option, except in the elderly and unfit patient. Destruction
of the biliary sphincter with resultant reflux chymobilia is not a good option long-
term. A few centres are now doing laparoscopic choledochotomy and stone
retrieval and doubtless this technique will become widespread in the near future,
thereby solving the dilemma.
Laparoscopic cholecystectomy is one of the pioneering operations in the field of
minimally invasive abdominal surgery and is the operation of choice for the
majority of patients with gallstones. Many more procedures are already being
established but we must be careful to practice the best surgery for the patient and
not feel obliged to use a particular technique just because it is available.
G W Johnston,
Honorary Professor of Surgery,
Royal Victoria Hospital,
Belfast BT12 6BA.
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